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Appendix 24
Minimum Data Set (MDS) Supplemental Assessment Forms

HCFA's RAI Version 2.0 Marusi

Y5-073

idertifier.

MINIMUM DATA SET (MDS) — VERSION 2.0
FOR NURSING HOME RESIDENT ASSESSMENT AND CARE SCREENING

BACKGROUND (FACE SHEET) INFORMATION AT ADMISSION

SECTION AB. DEMOGRAPHIC INFORMATION

SECTION AC. CUSTOMARY ROUTINE

ROUTINE
CYCLE OF DALY EVENTS

|.mm(wummldmwwwnmnu’am

(im yoar prior
10 DATE OF | Stays up e st g (0.5, sher 9 pm)
Naps requiarty dunng dey (st least 1 hour)

Gous out 1+ deys a wesk
wmmmmmauﬂw
Spends most of sme alone or waching TV

Moves independently sdoors (with appiiances, i used)
Uise of t0bacco procucts at ieest aady
NONE OF ABOVE

mursing
lhome, or yesr

3 G

p

[EATING PATTERNS

Dissinct food preferences

Eats beween masis all or most days

Use of sloohoic beverage(s) at least weeidy
NONE OF ABOVE

ADL PATTERNS

{in beddiothes muxch of dey
‘Walens 10 todet all or most nights
Has imeguiar bowsl movement petem

(4

1.] DATE OF |(Ome the smy Note — Doss not nclude readiresson § record was
ENTRY | clossd af sme of lrmporary GISCharpe 10 hospital, et in SuCh C258S. U8 Doy |
acmegmon dae
Mandh Dey Yaar
2| ADMITTED |[1. Privase home/apt. with no home haaith services
Private horme/apt. wilh home health services
3. Board and care/assesind ¥ home -
5. Acuss care hospital
&wmmhﬂf
hospital
T (11
et
S| RESIDEN- |(Check all settings readent ¥ved i1 gUnng 3 years pror 0 dae o
TIAL oniry given in #am A8 1 abowe)
m’; Prior stay at this reasing home .
PRIORTO P
ENTRY Swy i other rursing home .
Hc.
|MHpayChiniric seling Py
MA/DD setiing -
: NONE OF ABOVE .
€| UFENME | _
OCCUPA- |
Al IRRERNNRRRNEAE
|_joccupesons) ' i
7.| EDUCATION | 1. No schooling S, Techmical or wade school
(Mighest |2 8h gradedess 6. Soms collegs
Loweé  |3.9-11 grades 7. Bachsior's degres
wieted) | 4. High schoot 8, G degres
6. | LANGUAGE o comect responee)
& Primary Languege
Q. English 1. Spenish 2Fengh . | 31O%wr
9.] MENTAL |Ooes resident's RECORD indicate any of mental retasdasion,
HEALTH mu-lll-.ormm ?
MISTORY 0 Ng LYes
moonotm(auumntnnmnmwmm“-
RELATED TO | mandested belore age 22, and are licsly 10 continue ndefiniely)
| A0 [Nt sopicable—no MA/DD (Sidp 1o AB1 1) N
MR/DO with organic condition
Oown's syndrome o
Autiam <
Epilapsy
Other organic condition relsted 1o MROD a
. MRVDD with no organic condiion 1.
mauﬁl[J—[lJ‘lll[[
TON Mondh Oay Yoar
COMPLETED]

[ = When o blank, must enter number of letter [&_] = When iester n bax. check # conditon appies

October, 1998
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Appendix B HCFA's RAl Version 2.0 Merumi

identifier

. MINIMUM DATA SET (MDS) — VERSION 2.0
FOR NURSING HOME RESIDENT ASSESSMENT AND CARE SCREENING

BASIC ASSESSMENT TRACKING FORM

SECTION AA. IDENTIFICATION INFORMATION
1.4 RESIDENT GENERAL INSTRUCTIONS

NAMEY

F b c«n mmnmmwmm assessments
£ 2 (Mot ) = (as0 L0 ] arpprd Msmwmmmu
1. Male 2 Fomaie Ji Guarterty Aeviews, stc. ey S

GENOER?

=== - -1
e Gmm [
e L L~ [)-[TTT]

NUMBERSS! Mumber (or 4
n 1= bax i

med. no.}
S| FACILTY |aSwieNa

e | T

b. Federal Na.

— ———

e (T [T T I I T 11 1]

§.| REASONS [Now—Other codes do not apply © this form
ASSESS- l.ﬁn-yl—nhv-!‘-l‘ -
MENT 2. Arvunl assesETent Y oy 14
3. Wmn‘-m

4 Seyuicant comecion of prior
5 Mview assesement
Q. NONE OF ABOVE
. Special cades for use with suppiemental ssessement lypes in
Case Mix demnanstretion stmies or other states where required

1.
Z
k3
4
-
&

[a Sigraaures The ™)
[+
© + Koy terms or ing
(] = When box bleni, must anter rumiber of keaer (] = When lefier in box, chack # conciéion spples MDS 20 10/18/04n

Page 8-2 October, 1998
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HCFA's RAI Version 2.0 Manual

MDS QUARTERLY ASSESSMENT FORM

Numenc nenther

Y5-075

Appenaix 8§

"Al.| RESIDENT
NAME |

| a (First) b, (Mxirte i) c. iLast) A, S0

A2| ROOM .
NUMBER '

A3.| ASSESS- [a Lastday of MOS onservabon cenod

MENT "
[ | ] T
REFERENCE e —_ ; !
DATE L HRCEERE
Month Oav Year

aOmmwmmmwtmwam; ,

4

Ada! DATE OF | Dste of reeniry from most recent Y in
1 REENTRY MNM(wmummuMnlmmmm)

IO

SEEEE

0. Memory OK
b. Long-term memory

memory OK-~-ssemy/
0. Memory CK 1. Memory

B2| MEMORY [(Hecal of what was ieemed or known)
P.ShmmmuyOK—muwmnchSmm :
problemn !

‘appears 10 recall long past
problern

SKILLS FOR
DAILY 0. INDEPENDE!

84.| COGNITIVE (memdawb)

DECISION- | 1. MODIFIEJWDEPENDENCHNMan

MAKING
2 %DS‘IATELY IMPRRED- poor: VISIOF
required
3. SEVERELY IMPAIRED- y made

{roqQuUNes

PERIODIC
OISOR-
DERED

BS.|INDICATORS (Cmumnmw7m Note: ACCLIrate assessment
OF conversations with

Dav
A6.] MEDICAL
v . N I !
recoro | [ [ T [ ] (1 [ [ [ 11! |
BY.| COMATOSE |(Fers 0 oAty oy s L

famity who have direct knowiledge

OELIRIUM— dmmanrmm

h\m fuNCI0NNG (8.G.. NEW ONSet OF worsenmng)

a EASILY DISTRACTED—{8.g.. difficulty paywg attenaon; gets |
sidetraciasd) !

b.PERIODS OF ALTERED PERCEPTION OR AWARENESS OF
SURROUNDINGS—(;Q. moves lips of ks 10 SOMeons Not

€1./INDICATORS |[VERBAL EXPRESSIONS SLEEP-CYCLE ISSUES
i _OF  OFOISTRESS |. Unplessant mood = momng| ‘

DEPRES- . _
SION, ‘1. Cxprssons of wnal K. insomma/change = usunl
ANXIETY, Jgoner to be mv:;amc sieep pattem
‘ear
SADMOOD | ‘san— b, o0 om0 SAD, APATHETIC, ANXIOUS
(€ONL) | ew) watn omens APPEARANCE
g. Recurrent statermens that ] ‘L Sad, panad, womed xcal
30MBNuN tembie i3 . i EPeSHIoNs—1.G., 1ATOWSd :
10 NAOPHI—1.1}., DEkaves brows
he Cr 5he 15 J00UL 10 B8, o
! hawe 2 heant atax m. Cryng. ieartuiness I
. Aepentva reeth | n.umemams-—tq. paang,
| comotnts—s a. t e " )
™ . i hanct winmgng, estessness,
persistontly seens medical figetng, pcsng
afenuon, (Osessve
concam weh toaY LOSS OF INTEREST
funcnons o. Witharawal from actvibes of
i g G.. N0 Nerest n
COMOLINIS'CONCAmMS (non- actmbes or
neath related) =.g., beng with amepinends
y seeks v p.R socad l
MAASSUMNCE PGAMANG
SChecues. Meals, laundry,
s3Ues
£2. MOQD One or more indi ot sag or mooc were
PERSIS- [not sastly sitered by attempts to "cheer up®, console, of reassure
TENCE |the resident over last 7 days
0.Nomood 1. 2 inch present,
oasy anered not easdly arersd
JE4. BEHAVIORALI(A) joral 5 frequency i last 7 days
SYMPTOMS | 0. 3ehavior not exthubrted in last T

deys
1. Behavior of Jus type occurmed | 10 J days n iast 7 deys
zwumwmansmwumm
3. Behavor ot Jws type occurred dady
mamummmummhnran
was sasdly aktered
lsmwunotusqan«-d (A) (8)
‘& WANDERING (moved with N0 MUONAI PUPose, Seemwngly
oblivious 10 needs or salety)

b. VERBALLY ABUSIVE BEHAVIORAL SYMPTOMS (others
were Tweatened, screamed at, cursed at)

. PHYSICALLY ABUSIVE BEHAVIORAL SYMPTCMS (others
were I't, shoved, scratched. sexually abused)

d SOCIALLY INAPPROPRIATE/DISRUPTIVE BEHAVIORAL
SYMPTOMS (made G
seil-a0usve acts, sexual DENAVIOr Or CiSrotINg 1 PULIC, |

threw oo G, Qed through others’
balongngs)

present; eise; Conh oght
oy and «. RESISTS CARE (resisted taking mecications/ ijectons, AOL
_ ASHSTANCE. O 62NG)
<.EPISOOES OF DISORGANIZED SPEECH-—~e.g. sosech & 1| (A) ADL SELF-PERFCRMANCE— Code for resxdens PERFORMANCE OVER ALL
Subrect 108e8 tran of NHOUN) v SHIFTS during iast 7 Cays—Not nckuding SeD)
d PERIODS OF RESTLESSNESS—{e.g., fidgetng cr picking at sian, o. WDEPEM;ENT—NOMG ght ~~OR-— Helploversight provided only 1 or 2 bmes
Cotwng, NAIINS. #1C: frEgUENt DOSION ChANGES; repevtive physical | Qumng last 7 days
Ovemants o caling out) 1 supenvasi%ug—_t‘ 3 o more brmes dunng
«.PERICDS OF LETHARGY—(0.0., SUGEIShNEss: SIfing into SOace; lagt7 days &mm(aumm)mnwmlmwmdeﬂy
ifcu 1 arouse: e Sody mavement ™0 1} or 2 bmes cunng last 7 days
NT/ Vi 2. LMITED ASSISTANCS—Resident highly invoived in activity: recerved physical hep n
t. gAEv_(A::UW AR!ES OVER T'HE COURSE OF THE of o Jor _
mmm.munm 8R—anpmmlor2mamhﬂ7m
C4.| MAKING (& g content 3. EXTENSIVE ASSISTANCE--Wvie resident performed part of activity, over last 7-dsy
SELEFR 0. UNDERSTOOD - R penca, help of Dilowng type(s) provided 3 of MOM bmes:
UNDER- | — Weghi-beanng suppont
STOOD .USW“YWDmS@MMMWWM Fa part (but not af of last 7
2. SOMETIMES UNCERSTOQD—abisty s lmited 1o malang concrete & TOTAL DEPENOSNCS~Ful stalf periormance of activity dunng entre 7 days
. 3 R'AQW“ e “/NNPTDOD 8. ACTIVITY DID NCT CCCUR dunng entire 7 days (A}
C8.| ABIUTYTO | g verval abdey 2]  BED  |How rescent mav:s 10 and Irom iying pOsiton. bums Si08 10 side, and 1
UNDER- |, \OERSTANDS MOBILITY |posibons Dody whie i bed
STANO - —
OTHERS | USUALLY UNDERSTANDS—may mess some parvintent of b.; TRANSFER |How rasident meves Detween surtaces—o/irom: Ced, cnaw.
m wheeichaw, stancing posibon (EXCLUCE to/trom bathiodet) ' l
25 IES UNDERSTAND S—responds adequately 10 simple, WALK N
Grect commumcanon °'| How resident waiks betwaen iocanons in his/her oom. I i
3 BARELY/NEVER UNDERSTANDS ROOM
(memmommdmmtway:.wwdm d.] WALKIN [ )
El.lNDlCAO;IDRS S”MM ot 30 oy CORRIDOR HOW resKiant wiiks i COMTOr 0N Uit J |
INCACOS 1101 exxhnted
DES',’SSS' 1. Incacaior of thus type axnubaed up 10 Ive days 1*80" e.| LOCOMO- .., nisgent movi:s Detwsen wmmwmmmmm_
ANXIETY, |2 nocator of thes rype mxnined dadv or Jnost -ty 16,7 1k | or?gzn‘ |comdor on same ficor. if i wheeichax, sell-sufficency uncs i chaw
MQQOD |V S €, Fupetitve varaRzannns—
SAD 0 OEIESA’L“EEXSZRE; fONS "y c;x’., ot for help, .| LOCOMO- |HOw rasiient moves (1o and relums trom olf unt ICILoNs (8., .weas
(* (300 Neo twS) TION St asi0e for ), ICtViies, of traatmunis), If facility has only one
a. Resajent mxie negatve OFF UNIT |ficor. how resadent inoves 10 and fram distant :weas on the toor. if v |
cutemean=—1.q., "Nothwig d. Prrsistent anoeer with et or | wheeichar, ed-sufficcency once n char ]
naers: Wouki rather ba G ], aSlY NMOYIN], |
oot Wha's e uset: INAE 3 pACOMeN n 1., ORESSING |How rmsxtent puts on, fastens, and akes off al iems of sreet
Foorets navnn kv 50 nurTHg PCIne; Ngur At cy ! Clotung, ncCiuana JONNNY MMOVEI) Prothes:s F
long: Lot me b roc! N EATING [row resident sats and dnnks (regandiass of skal). incluios make of
b, Rapentvm (UESIONS——.4.. | 0. Seil Jepmcatnre—e ., /. un| miwamumw.m 10w iy, tota) paremen! l !
*Where o | 0. What wo | | i notwxg {amol o usa | -
w?” — VO October, 1995 MDS 2.0 10/1W/D4n Page B-11
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i.] TOILET USE [How resident uses the tidet roof (0f COMYNOS. DECDAN. umnai); Js.] STABIUTY [C make 's cogrvve, AUL. Mood of benavior
| WRnsier Orvolt Koset. o WQes OSIOMy OF I OF tasie— h Q. pr or g} O
cathetr, acusts Clothes CONDITIONS| gen or 8 Hareup of & recurrentor |
| PERSOMAL [riow v 9 comtmg rer || | o prociem
My Qg oot 0 Maket giary hanas, 0
and penneum (EXCLUDE beins and showsr) it | |Eng-stage asease, 6 or fewer months 10 ive <
GZ| BATYNG [Fow resxient ks AFDOOY aVSNOWR, 3008 bath, and NONE OF ABOVE <
| trangters rvout of tubshower (EXCLUDE washwig of back and has) K3.| WEIGHT |a Weignt loss—5 % or more n isst J0 deys; o¢ 10 %% or more i last
Code for mast Jependent n 3e¥-perlormence. CHANGE 100 deys
(A) BATHING SELF PERFORMANCE codes appesr below A 0.No 1. Yas
0. No help provded . Weight gaen—35 % of more 1 last 30 deys; or 10 % or more » last
1. Supsrvison—Oversight help 100 doys
2 Pryscal het Irnsed 1 tanaler only 0. No 1 Yos
2. Physical heip i part of baihing acavity KS., NUTR. |Fesdinguoe ln
4. Towl dependence A',m‘.@‘l—— wanght change progy n
L 8. Acvey taeif did not ocoLr Gurng enere 7 deys ES _ |NONE OF ABOVE v
FUNCTIONAL](Cooe 1 #tasons iast7 Neriersd wath dady ANCONS iM1.| ULCERS |(Recod he number of LiCers &l eBch ulcer Sge—regRichess of
G4 UMITATION L-:d";—uuum oy dnys e and > cause. if none present at & stage. record 0 (2ero). Coow sl thet apply 2;
IN RANGE OFl(A) RANGE OF MOTION (B) VOLUNTARY MOVEMENT (Oue to any wurmmo-sam)mumm/ g_
MOTION [0, No isrstasion C. Noloss caues) L
1. Limwasion on one side 1. Pariaiioss 2. Stage 1. Apersisient area ol Sian rEONESS (WO 2 Dreak n he
2. _Limeason on both sijes 2 Ful loss (A} sian) hat GOSS NOt ISACPSAT When Pressurs s relieved.
. Neck b Stage 2 A pariel thickness (oss of sion tayers hat presents
B, Arm—inciuding shouldier or sbow clircally &8 an abrason, biister, or SRallOw CIRMS(,
€. Hand—inciucing wrist or fingers <. Stage 3. Akl thuckness of skin i lost, e subatanecus
d. Leg—inciuding hip or inee VESUSE - (YESENTS &3 & J8ED CTRIRS or wihout
0. Foot—inchucing anide of 1088 : undenTIning ackacent sesus.
. Other or loss ¢.squ¢um~dnmmmim
Check all that apply dunng isst 7 days) . Seomng M of bone
- m ( aunng TYPE OF (hmmdmmumwmhnurmm
'Becast & or most of ¥me NONE OF ABOVE WLCER |scaen semAi—ie. Omnone siges 1,22 4
.mm—wmmqmmnw‘-
Bed rais used for bed mobiity o v
H1.{CONTINENCE SELF-CONTROL CATEGORIES . Stasis uicer—apen lesion caused by poor circuistion in the lower
{Code for rasident’s E OVER ALL SHIFTS)
. N1, TIME ‘mmmmmurm
0. CONTINENT—C control | useof g UnTary Cathewsr or oSty AWAKE ‘km-!mvdwmdm(mmmmmmm
Gevice (at does ot iesk unne or s1o0l] per ame period) in he: ) n
. USUALLY CONTINENT—BLADDER, incontinent eptsodes week - v
‘ BOWELlnclendw oncad orless Afternoon [y NONE OF ABOVE Y
" ” - "2 X mnsldomlseomtou.sldptonﬂOnO)
BOWEL. once a wesk o wmee & bt ot cady: N2} AV“E!“uEGE (When swake and not receiving reatments or ADL care)
2. FREQUENTLY INCONTINENT—BLADDER, tendied 10 be incontnent cady, txst some INVOLVED IN[0. Most—more ven 2 ol tme 2 Lithe—ess than 130l &me
contol present (e.g.. on day shit); BOWEL, 2-3 mes aweek. 1. Some=—irom 17310 23 of bme , None :
01.|NUMBER OF (andmmudnmuf
4 —Had inadecuste control BLADOER, muliple dady episodes: MEDICA- | days: amar 0 ¥ none used)
BOWEL, ai {or simost aff) of the sme TIONS
al ‘SOWEL |Comwmiof bows! with appiance o bowsl connence ™ Oa|  DAYS  j{Aecond the number of DAYS curing last 7 days: entes 0" f nct
m progams, i employed . ’ AECEIVED used, Note—anter °1° O IOND-CING MU Used I8Es than weelty)
THE .
] BLADOER | Conwl of urmasy bacer rcaon  ies voure | - | FoLLOWING :W, dHy
CONT ) p ..g-. or MEDICATION] b- Antiardety .
NENCE | programs. 4 emoloyed . AnSdegressent’ . Duresc
M2.| - BOWEL |Fecsimpacion _~ - “| NONE OF ABOVE Pe.] DEVICES |Use ihe lolowng codes bor isst 7 days.
PATTERN - AND [0 Not used ]
| | AESTRAINTS| 1. Used less than daily
N:.APP\:NA;CESIWMMM - Inaweling cathewer a 2. Used dady
- s
PROGRAMS | Bladder rewmireng program Osomy present .
B : L "= Full bed rais on all apen sides of bed
Exemel (concam) cathessr | NONE OF ABOVE " b. — Othertypes of side mds used {(6.g., hait rad, one side)
2| INFECTIONS | Unnary ract indection in isst NONE OF ABOVE | & Trank restrant
. 30 duys L m d. Limb reswaint
OTHER | (nCuCe only those disssses diagnased in the last 90 days that have s -.
= CURRENT | relationahip 1o cument ADL SIS, COMIve SIRILIS, MOOCK OF DENEWIOr ST, | - |— . | @ Chaw prevents asing
DIAGNOSES mrsng g, O nsk of deaty - Q2. ALL |Rescents overal \evel-of sett suifi y has 90d sigrufh y as
AND ICO-% CHANGE IN 10 stalus of 90 days 2go (or SINCe ast assessment | less
CODES |, | EARE NE! than 90 days)
f b el T - O Nochange t. fower 2. O
s Lt tel ) . . N """“"‘mm";’.. mors sepon
.{J1.| PROBLEM |(Check a¥ probiems present n (ast7 days | A2 SIGNATURES OF PERSONS COMPLETING THE ASSESSMENT:
CONDITIONS | Detyorated; output .k ,
o Sam NONE OF ASOVE P . = -
2| PAIN _[(Code e highest level of pan present n the iast 7 cays) oy o " (sign on above wne)
b. Oate RN Assessment Coordinator
s A FREQUENCY with which b. INTENSITY of pan T | sonedas compiew . l l—l l J—{ T ] [ l
resigent or. v
shows evdence of pain 1 Mid pan Morth Day Yasr
0. No pmn (skip fo J& z -
1. Paun laas then dady szmmahm. ¢ Oher Signatures Tite Secvons Oate
2. Pan daly - T o
J4.] ACCIDENTS |(Check a¥ that appiy) Hp Imcture n last 180 days  |c.
Fel m past 20 deys N Other iracture n last 180 days |a. * Dete
Fel npest 21-100days |, NONE OF ABOVE o i Cosn
Page 8-12 MODS 2.0 1071804 October, 1998 % Daw
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Y5-077

identifier

MINIMUM DATA SET (MDS) — VERSION 2.0
FOR NURSING HOME RESIDENT ASSESSMENT AND CARE SCREENING

REENTRYTRACKING FORM
SECTION AA. IDENTIFICATION INFORMATION
[ (Few) b (Mickle irvia) < (Lasg a5 |
2| GENDERY |1, Mate 2 Female !
* T‘Hl—lll—ll"l_fll
‘O'z”..'.""@&“"“f""““ S whoaraxdl F
= ‘MT"'I"'T'I -1 1T
.‘%"‘ggﬁ. l l - s ]
K o | I_ELLI__I_LI [ 1]
.| FACIITY |a St No,
we | 1]
b Federmita | 11
Rk
il EEEEENEEEEEE
recipient)
.| REASONS Godes 0o ok pgly © ¥us Gy F
A;o:s& a Primary masan for ssseswrnent
MENT 9. Resry
8. SIGNATURES OF PERSONMS COMPLETING FORM
= Sgware The Secions Do
Y O
. [

SECTION A. IDENTIFICATION AND BACKGROUND INFORMATION
4a.] DATE OF |Duie of resriry

(L -CL-LL L1

1. Pm-mmmmmmm

Y

© o Key tera r g
(] = Whan b biank, must enter number or letier (a_] = When lesler 1 box. check ¢ conditon apoiles
October, 1996

MOS 2.0 10/18/94n
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Appendix C HCFA's RAI Version 2.0 Mamusi
_SECTION YV, RESIDENT ASSESSMENT PROTQCOL SUMMARY A Identifier
Resident's Name: Medical Record No.: W

1. Check if RAP is tnggered.

2. For each triggered RAP, use the RAP guidelines to identily areas needing further assessment. Document rejevant assessment information
regarding the resident’s status.

« Descnbe:
- — Nature of the condition (may include presence or lack of objective data and subjective compilaints).
— Complications and risk factors that affect your decision to proceed to care planning.
— Factors that must be considered in developing individualized care plan interventions.
— Need for referrais/further evaluation by appropriate health professionals.
« Documentation should support your decision-making regarding whether to proceed with a care plan for a triggered RAP and the type(s)
of care plan interventions that are appropnate for a particular resident.
+ Documentation may appear anywhere in the clinical record (e.g.. progress notes, consults, flowsheets, etc.).
3. Indicate under the Location of RAP Assessment Documentation column where information related to the RAP assessment can be found.
4. For each triggered RAP, indicate whether a new care plan, care pian revision, or continuation of current care plan is necessary to address

the problem(s) identified in your assessment. The Care Planning Decision column must be completed within 7 days of completing the RAI
(MDS and RAPs).

(b) Care Planning
) Check if| Location and Date of -
a n if addressed i
A.RAP PROBLEM AREA ggered | RAP Assessment Documentation ﬁ.ﬁ plan "
1. DELIRIUM o
2. COGNITIVE LOSS

3.VISUAL FUNCTION

4. COMMUNICATION

5. ADL FUNCTIONAL/

| REHABILITATION POTENTIAL
6. URINARY INCONTINENCE AND
INDWELLING CATHETER

7. PSYCHOSOCIAL WELL-BEING

8.MOOD STATE

9. BEHAVIORAL SYMPTOMS

10. ACTIVITIES

11. FALLS

12 NUTRITIONAL STATUS

13. FEEDING TUBES

14. DEHYDRATION/FLUID MAINTENANCE

15. DENTAL CARE

16. PRESSURE ULCERS

17. PSYCHOTROPIC DRUG USE

JUDUOUOEOOU DU UUL

18. PHYSICAL RESTRAINTS

a -

1. Signature of RN Coordinator for RAP Assessment Process 2
L= LI - l L

3. Signature of Person Completing Care Planning Dectsion 4. Mo
Page C-2 M0OS 20 10/18/84n  October, 1995
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HCFA's RAI Version 2.0 Manuad
RESIDENT ASSESSMENT PROTOCOL TRIGGER LEGEND FOR REVISED RAPS (FOR MDS VERSION 2.0)

Y5-079

Kay:
@ = One item requered 10 Innger
@ = Two itemns requered to tngger
3 = One of thess three tems, plus at least one other item

57

2

(B 7)

e

Leiidy)

B5s to 851

85a 10 851

i 27

BY.. %%

A ]

4]

5757,

it Y

£

AL

e
LAY

%t

02775} e vesoc probleeni /11 41177375 R AR A R A A A s Al
Elato€1p |indeators of dacression, annety, sad mood [J |
€177/, | Remitiia Irowmare T u i gl VY B R R B A P TR L B0
Elo L) |
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Appencdiix C
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6 = Two items requwred fo tngger
3 = One of thesa three items, pius at least one other item
raquired (o tngger
@ = When both ADL triggers presant, mantenance takes
precedence
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